Introduction H epatitis C virus (HCV) infection is one of the most common blood-borne virus infections, affecting approximately 2.7 million to 3.9 million people in the United Sates.
(1) HCV becomes chronic in up to 85% of infected individuals, (2) placing patients at risk of developing severe hepatic complications, such as cirrhosis, hepatocellular carcinoma, and liver failure. (2, 3) Besides hepatic complications, HCV infection has also been associated with numerous extrahepatic manifestations (EHMs)
Abbreviations: APRI, aspartate aminotransferase to platelet ratio index; CCI, Charlson Comorbidity Index; CVD, cardiovascular disease; DAA, direct-acting antiviral; EHM, extrahepatic manifestation; HCV, hepatitis C virus; ICD-9, International Classification of Diseases, Ninth Edition; ICD-10, International Classification of Diseases, Tenth Revision; Q1, first quarter (of a year); SD, standard deviation.
that are secondary to HCV-related inflammatory responses and/or autoimmune reactions. (4, 5) Previously established or hypothesized EHMs for patients with HCV include mixed cryoglobulinemia, non-Hodgkin lymphoma, type 2 diabetes mellitus, depression, renal insufficiency, cognitive impairments, head and neck cancer, cardiovascular disease (CVD), and atherosclerosis. (6) (7) (8) (9) (10) (11) (12) Although up to 74% of patients with HCV have been reported to experience at least one EHM, (7) no single study has assessed the risk of a comprehensive list of EHMs. (6) Several studies assessing the all-cause economic burden of HCV have found these costs to be substantial (13) (14) (15) (16) (17) ; however, none of these studies have separated the economic burden attributable to EHMs in their estimates. To the best of our knowledge, the only evidence on the economic burden of HCVrelated EHMs is from an economic model study in the United States. That study estimated the total direct medical costs associated with nine EHMs (including kidney disease, diabetes, and B-cell lymphoma) at approximately $1.5 billion, with total per patient per year costs associated with specific EHMs ranging from $127 for lichen planus to $5,589 for stroke (CVD, $4,066; type 2 diabetes, $2,903; depression, $2,201; chronic kidney disease excluding end-stage liver disease, $189). (18) The treatment landscape for HCV is rapidly evolving, with several direct-acting antiviral agents (DAAs) being effective in achieving high levels of sustained virologic response. (19) However, the impact of treatment on the economic burden associated with HCV-related EHMs remains unclear, and whether such impact would differ should patients be treated earlier versus later in their fibrosis stages has not been assessed.
This study aims to provide a more comprehensive understanding of the risks and medical costs of EHMs among patients with HCV in the United States as well as the role of treatment in different stages of liver fibrosis for mitigating these clinical and economic burdens.
Patients and Methods

DATA SOURCES
We used data from the Optum Claims DataClinformatics Data Mart, a closed system of deidentified health claims data that includes over 15 million lives annually and contains patients' medical, prescription drug, laboratory, and eligibility information since 2007. The geographically diverse data come from a large national U.S. health insurer and was collected for all patients diagnosed with chronic HCV from the first quarter (Q1)/2009-Q1/2016 and a random sample of 500,000 patients from the general population in the same period. Data are certified as de-identified and comply with the Health Insurance Portability and Accountability Act requirements.
STUDY DESIGN AND STUDY COHORTS
Risks of EHMs in HCV and Associated Medical Costs
A retrospective cross-sectional design was used to assess risks for EHMs in HCV patients, and a retrospective cohort design was used to compare the medical costs between patients with and without HCV (Supporting Fig. S1 ). Adult patients with at least two HCV diagnoses (HCV cohort; n 5 17,054) were matched 1:5 on age, sex, region, and availability of laboratory data to HCV-free adults from the random sample of the general population (no-HCV cohort; n 5 85,270; Fig. 1; Supporting Fig. S1 ). HCV was identified based on International Classification of Disease, Ninth Edition (ICD-9) diagnosis codes 070.44 and 070.54 and ICD-10 diagnosis code B18.2. All patients were required to have continuous health plan eligibility for at least 6 months before and 12 months after an index date selected randomly from all dates with an HCV diagnosis (HCV cohort; to ensure the inclusion of prevalent cases of HCV) or all dates of observation (no-HCV cohort). EHMs were assessed in the two cohorts from 6 months before to 12 months after the index date. Annualized medical costs were assessed from the index date to the end of patient follow-up, defined across the study as the end of health care insurance coverage or the end of data availability (March 31, 2016), whichever occurred first. Patient baseline characteristics were assessed in the 6 months prior to the index date.
Impact of Treatment on EHMAssociated Medical Costs
A retrospective cohort design was used to compare the medical costs between treated and untreated time in patients newly diagnosed with HCV (Supporting Fig. S2 ). Patients were considered to have newly diagnosed HCV if their first HCV diagnosis in the data was after 6 or more months of continuous health plan eligibility (i.e., washout period). For this analysis, the date of the first HCV diagnosis was defined as the index date, and medical costs were assessed from the index date to the end of patient follow-up. Patients who initiated HCV treatment (e.g., interferon, ribavirin, DAAs) between the index date and the end of follow-up were included in the treated cohort (n 5 6,827; 11,473 person-years posttreatment), while the remaining patients were included in the untreated cohort (n 5 21,358; 44,715 person-years postdiagnosis; Fig. 2; Supporting Fig. S2 ). Medical costs incurred by the treated patients between the index date and treatment or patients who had a single HCV diagnosis with more than six months of follow-up after this diagnosis (if the initiation HCV diagnosis was not followed within six months by another diagnosis it is likely that the initial diagnosis was linked to a test / exam for HCV and not to a confirmed HCV diagnosis). initiation (i.e., during the period when they were untreated; 8,523 person-years) were added to the calculation of the medical costs in the untreated patients. Patients were required to have at least 6 months of continuous health care insurance coverage from 6 months prior to the index date to 1 month after the index date (untreated cohort) or to 1 month after the date of HCV treatment initiation (treated cohort). Patient baseline characteristics were assessed in the 6 months prior to the index date (untreated time) and the 6 months prior to the HCV treatment initiation (treated time).
Impact of Treatment in Earlier Versus Later Fibrosis Stages on EHMAssociated Medical Costs
A retrospective cohort design was used to compare the medical costs between patients newly diagnosed with HCV who initiated treatment in early META-VIR fibrosis stages F0-F2 (early treatment) versus late fibrosis stages F3-F4 (delayed treatment; Supporting  Fig. S3 ). The analysis was conducted among the subset of patients in the treated cohort who had laboratory measurements needed to ascertain fibrosis stage (i.e., aspartate aminotransferase and platelet counts, which were used to measure the aspartate aminotransferase to platelet ratio index [APRI] ) (20, 21) at the time of treatment initiation (index date). Patients with an APRI score 1 (20) and/or an ICD-9/10 diagnosis for a condition suggestive of advanced liver disease (i.e., cirrhosis of the liver, esophageal varices, spontaneous bacterial peritonitis, hepatic encephalopathy, portal hypertension, hepatorenal syndrome, ascites) from the initial HCV diagnosis up to 6 months after the index date were considered to be in late-stage fibrosis at the time of treatment initiation (i.e., METAVIR fibrosis stage F3-F4) and were included in the delayedtreatment cohort (n 5 1,885). Patients with an APRI <1 and with no diagnosis for advanced liver disease over the same period were considered to be in early stage fibrosis at the time of treatment initiation (i.e., METAVIR fibrosis stage F0-F2) and were included in the early treatment cohort (n 5 1,779; Fig. 2 ; Supporting Fig. S3 ). Medical costs were assessed from the index date to the end of patient follow-up. Patient baseline characteristics were assessed in the 6 months prior to the index date.
STUDY OUTCOMES AND STATISTICAL ANALYSES
Risks of EHMs in HCV
Twenty EHMs were investigated in this study, including well-documented HCV-related EHMs (e.g., CVD, metabolic conditions, kidney disease) as well as EHMs hypothesized to be associated with HCV given the inflammatory processes that can be triggered by the HCV infection (5) (e.g., psoriasis, fibromyalgia, celiac disease, irritable bowel syndrome, and gastroesophageal reflux disease). Patients living with the selected EHMs were identified in the HCV and no-HCV cohorts based on EHM-specific ICD-9/ 10 diagnosis codes (prevalent cases of EHM). The risks of these EHMs were compared between the HCV and the matched no-HCV cohorts using odds ratios (ORs) and 95% confidence intervals (CIs) estimated from conditional logistic regression models accounting for matching one model for each EHM outcome. ORs are presented both unadjusted and adjusted for the conditions included in the Charlson Comorbidity Index (CCI), with the exception of conditions related to the study cohort definition (i.e., HCV infection) and conditions related to the outcome of the regression model (e.g., malignancy was not included in the model for malignancy risk).
Medical Costs
Medical costs investigated in this study included EHM-related medical costs, HCV and/or hepatic complications-related medical costs, and all-cause medical costs. We did not directly estimate the cost of HCV treatment because drugs used at the beginning of the study period (e.g., interferon, ribavirin) had lower costs than the DAA treatments that are currently available to the patients. For discussion purposes, the study relied on the wholesale acquisition cost of a 12-week course of treatment with the newer DAAs; this cost ranges from $55,000 to $147,000. (22) EHM and HCV/hepatic complications-related medical costs were estimated from claims with ICD-9/10 diagnosis codes identifying the conditions of interest. Hepatic complications included cirrhosis of the liver, esophageal varices, spontaneous bacterial peritonitis, hepatic encephalopathy (liver failure), portal hypertension, ascites, splenomegaly, hepatorenal syndrome, hepatocellular carcinoma, porphyria cutanea tarda, and liver transplantation. The cost of a claim associated with diagnosis codes for both hepatic complication(s) and one or more EHMs (i.e., overlapping claims) was attributed to both hepatic and EHM-related costs.
Medical costs were calculated as average charged amounts and adjusted to Q1 2016 U.S. dollars. Costs were weighted for each patient based on the length of follow-up, such that patients with longer follow-up were given more weight in the analyses, and were reported on an annual basis (per patient per year). Medical costs were compared between the study cohorts (HCV versus no-HCV, treated versus untreated, early versus delayed treatment) using mean cost differences estimated from unadjusted and adjusted two-part regression models.
All regression models for costs were adjusted for comorbidities known to be associated with high costs (i.e., other CVD, organ transplant, epilepsy, and obesity) and for conditions included in the CCI, with the exception of conditions related to the study cohort definition and conditions related to the outcome of the regression model. Cost models for treated versus untreated cohorts and early versus delayed-treatment cohorts were also adjusted for the matching variables used for the HCV and no-HCV cohorts. In addition, the fibrosis stage was included as an adjustment variable in the model for treated versus untreated cohorts as a covariate with three categories: fibrosis stage F3-F4, fibrosis stage F0-F2, and unknown fibrosis status.
Other Statistical Analyses
Patient characteristics were described using means 6 SD, medians, and proportions. For the comparison of patient characteristics between the matched HCV and no-HCV cohorts, P values were calculated from univariate regression models that account for matching (generalized linear regressions for continuous variables and conditional logistic regressions for categorical variables). Comparisons of patient characteristics between treated and untreated patients were based on Wilcoxon and chi-square tests.
Results
DESCRIPTION OF STUDY COHORTS
Patient characteristics are described in Table 1 for all cohorts. Matching variables had the same distribution in the HCV and no-HCV cohorts (mean age, 53 years; 63.0% males). Despite statistically significant differences (due to large samples), there were no clinically important differences between cohorts other than a few noteworthy exceptions. First, the overall disease burden, measured by the CCI, was higher in the HCV versus the no-HCV cohort (mean 1.6 versus 0.4), in the untreated versus the treated cohort (mean 1.1 versus 0.9), and the delayed-treatment versus the early treatment cohort (mean 2.3 versus 1.6). Second, untreated patients were less likely than treated patients to have laboratory data (60.8% versus 76.6%) and to have an index date after year 2011 (46.9% versus 58.9%). Third, there were fewer male patients in the early treatment cohort compared to the delayedtreatment cohort (60.6% versus 70.1%; P < 0.05 for all; Table 1 ). Length of the postindex follow-up was between 1.6 and 2.5 years for all cohorts.
RISKS OF EHMS IN HCV AND ASSOCIATED MEDICAL COSTS
Compared with the patients in the matched no-HCV cohort, patients in the HCV cohort exhibited significantly greater risks, both for any EHM (70.2% versus 52.2%; adjusted OR, 2.23; P < 0.05; Table 2 ) and for 17 of the 20 EHMs analyzed. EHMs that affected > 5% of the patients with HCV and had more than 2-fold higher risk in the HCV compared to the no-HCV cohort included kidney disease (9.4% versus 3.5%; adjusted OR, 2.58) and depression (16.9% versus 7.9%; adjusted OR, 2.26).
The annualized medical costs were significantly higher for patients in the HCV cohort compared to patients in the no-HCV cohort for all cost components analyzed. The mean annual all-cause medical cost was $43,891 in the HCV cohort versus $17,989 in the no-HCV cohort, corresponding to an unadjusted mean difference of $25,901 and an adjusted mean difference of $13,933 (P < 0.05 for both; Table 3 ). The divergence between the two cost-difference estimates was largely driven by the adjustment for liver diseases. Because liver disease is more prevalent in patients with HCV than those without HCV (29% versus 0%), there are more excess costs due to liver disease in the HCV than the no-HCV cohort. As a result, the excess costs associated with HCV are greater in the unadjusted analyses than in the adjusted analyses.
The mean annual EHM-related costs in the HCV and no-HCV cohorts were $17,416 and $6,550, respectively (Table 3) . In both cohorts, the majority of the EHM-related costs (77% and 98% of the EHM-related costs, respectively) were related to nonoverlapping claims (i.e., claims associated with diagnosis codes for EHMs, without any diagnosis for liver disease). After adjustment for potential confounders, including comorbid liver disease, EHM-related costs remained significantly higher for the HCV than the no-HCV cohort, both overall (unadjusted and adjusted cost differences, $10,866 and $6,458, respectively; P < 0.05 for both) and in the subset of nonoverlapping claims (unadjusted and adjusted cost differences, $6,982 and $5,104, respectively; P < 0.05 for both; Table 3 ). Similar to the all-cause cost, the divergence between the unadjusted and adjusted costdifference estimates was largely driven by the adjustment for liver diseases, which were more prevalent in patients with HCV than those without HCV (29% versus 0%). With an adjusted mean difference of $4,024 per patient per year (P < 0.05; Table 3 ), kidney disease was the main driver of the higher EHM-related costs.
HCV and/or hepatic complications-related costs were also higher in the HCV compared to the no-HCV cohort, both overall and in the subset of nonoverlapping claims (adjusted cost differences, $9,366 and $6,343, respectively; P < 0.05 for both).
IMPACT OF TREATMENT ON EHM-ASSOCIATED MEDICAL COSTS
Treatment significantly mitigates the economic burden from HCV/hepatic complications and EHMs. Compared with the treated cohort, the untreated cohort incurred higher average annual total all-cause medical costs per patient ($54,240 versus $39,659), corresponding to an unadjusted mean difference of $14,581 and an adjusted mean difference of $24,834 (P < 0.05 for both; Table 4 ). The divergence between the two cost-difference estimates was largely driven by the adjustment for liver diseases; because liver disease is more prevalent in treated than untreated patients (48% versus 22%), there are more excess costs due to liver disease in the treated than untreated cohort. As a result, the cost savings associated with treatment (i.e., the cost difference between untreated and treated patients) are lower in unadjusted analyses than in adjusted analyses. The mean annual EHM-related costs in the untreated and treated cohorts were $21,916 and $13,933, respectively (Table 4) . In both cohorts, the majority of the EHM-related costs (73% and 69% of the EHM-related costs, respectively) were related to nonoverlapping claims. After adjustment for potential confounders, including comorbid liver disease, EHM-related costs remained significantly higher for the untreated than the treated cohort, both overall (unadjusted and adjusted cost differences, $7,983 and $12,773; P < 0.05 for both) and in the subset of nonoverlapping claims (unadjusted and adjusted cost differences, $6,391 and $8,238, respectively; P < 0.05 for both; Table 4 ). Similar to all-cause cost, the divergence between the unadjusted and adjusted cost-difference estimates was largely driven by the adjustment for liver diseases, which were more prevalent in treated than untreated patients (48% versus 22%). With an adjusted mean difference of $7,707 per patient per year (P < 0.05; Table 4 ), kidney disease was the main driver of the higher EHM-related costs. HCV and/or hepatic complications-related costs were also higher in the untreated compared to the treated cohort, both overall and in the subset of nonoverlapping claims (adjusted cost differences, $3,790 and $1,929, respectively; P < 0.05 for both).
IMPACT OF TREATMENT IN EARLIER VERSUS LATER FIBROSIS STAGES ON EHM ASSOCIATED MEDICAL COSTS
Treatment initiated in early fibrosis stages significantly mitigates the economic burden from HCV/ hepatic complications and EHM. Compared with the early treatment cohort (fibrosis stages F0-F2), the delayed-treatment cohort (fibrosis stages F3-F4) incurred higher average annual total all-cause medical costs ($52,782 versus $26,582), corresponding to a statistically significant adjusted mean difference of $21,078 (P < 0.05; Table 5 ).
The mean annual EHM-related costs in the delayedtreatment and early treatment cohorts were $20,522 and $8,423, respectively (Table 5) . In both cohorts, the majority of the EHM-related costs (58% and 92%, respectively) were related to nonoverlapping claims. After adjustment for potential confounders, including comorbid liver disease, EHM-related costs remained higher for the untreated than the treated cohort. Costdifference estimates reached statistical significance in overall analyses (unadjusted and adjusted cost differences, $12,100 and $10,409, respectively; P < 0.05 for both) and in the unadjusted analysis of nonoverlapping claims but not in the adjusted analysis of nonoverlapping claims (unadjusted and adjusted cost differences, $4,183 and $3,722, respectively; P < 0.05 and P 5 0.13, respectively; Table 5 ). With an adjusted mean difference of $10,896 per patient per year (P < 0.05; Table 5 ), kidney disease was the main driver of the higher EHMrelated costs.
HCV and/or hepatic complications-related costs were also higher in the untreated compared to the treated cohort, both overall and in the subset of nonoverlapping claims (adjusted cost differences, $16,343 and $10,294, respectively; P < 0.05 for both).
Discussion
This large U.S. claims data study found that patients with HCV have higher EHM risks (adjusted OR for any EHM, 2.23) and all-cause and EHMrelated medical costs (adjusted annual cost differences, $13,933 and $6,458, respectively) than patients without HCV. Furthermore, HCV treatment can reduce the higher medical costs in patients with HCV by saving $25,000 in all-cause medical costs per patient per year, with a large proportion attributable to savings in EHM-related medical costs (adjusted cost difference compared to patients without HCV, $12,773). Considering that the wholesale acquisition cost of a 12-week course of treatment with DAA ranges from $55,000 to $147,000, (22) results of this study suggest the cost of a curative DAA treatment could be offset within 3 to 6 years by savings in all-cause medical costs, which are mostly accounted for by chronic EHM and hepatic conditions. Importantly, initiating HCV therapy in early rather than late-stage fibrosis is associated with a cost savings of $21,000 annually in all-cause medical costs, including $10,000 EHM-related costs.
A strength of the current study is the inclusion of a comprehensive set of HCV-related EHMs, including well-documented EHMs (e.g., CVD, kidney disease) as well as several EHMs that have drawn little attention in the published literature (e.g., psoriasis, fibromyalgia, celiac disease, irritable bowel syndrome, and gastroesophageal reflux disease). To the best of our knowledge, this is the first study that used real-world data to directly compare medical costs, and in particular EHM-related medical costs, between patients with and without HCV, treated and untreated, and patients who initiated treatment in early versus late stages of fibrosis. We found that EHMs pose a high clinical and economic burden on patients with HCV and that treatment, in particular treatment initiated at early fibrosis stages, could result in medical cost savings by allowing patients to avoid or delay the onset of clinically risky and economically costly EHMs. These results may be particularly relevant to inform therapeutic and policy decisions.
Given that kidney disease was the most costly EHM identified in the current study, substantial savings in medical costs could be achieved by initiating treatment early in patients with HCV and with or at risk of developing kidney disease. In light of this evidence, the kidney toxicity profile of different DAAs may be considered for selecting therapy in this particular population. Even though some EHMs investigated in this study were associated with a smaller excess in medical costs, their contribution to the overall costs should not be underestimated given the high number of HCV-infected individuals in the United States and the compounding effect of these conditions over time.
It should also be noted that there is a substantial clinical burden of EHMs from the patient's perspective irrespective of the economic burden accrued to the health care system. Results of the current study are consistent with the literature with respect to EHM-related risks and costs. A 2016 meta-analysis by Younossi et al. (18) also found that HCV is an independent risk factor for developing nine EHMs investigated, including chronic kidney disease, end-stage renal disease, CVD, stroke, lymphoma, and depression. While some differences were observed between the study by Younossi et al. and the current study in the proportion of patients with specific EHMs, these are likely due to methodological differences between the two studies. Because Younossi et al. combined clinical trial and observational studies from multiple countries, their estimates for the proportion of patients with specific EHMs may be driven by disease prevalence variations across countries, differences in criteria used to define the EHMs across the studies included in the meta-analysis, and differences in the underlying populations considered.
Similar to findings from the current study, Younossi et al. (18) found that EHMs are associated with a substantial economic burden in patients with HCV. When compared to the current study, EHM-specific medical costs were similar for some EHMs (e.g., CVD, $4,066$ in Younossi et al. versus $4,387 in the current study) but different for other EHMs (e.g., depression, $2,201 versus $610). The most likely explanation for these observed differences is related to the methodology and input sources used to estimate medical costs. Younussi et al. used an economic model based on Medicare costs and assumptions for the outpatient and inpatient services utilization, whereas charged amounts from the actual patients' medical claims were used in the current study. Despite these differences, both studies highlight the substantial impact that EHMs have on the overall economic burden of HCV. Furthermore, both studies point to kidney disease as one of the most costly HCV-related EHMs.
Other previous U.S. studies that have considered medical costs associated with HCV focused on either all-cause or HCV/hepatic complications-related costs and, similar to the current study, showed that the excess medical costs of patients with HCV are substantial. Davis et al. (14) found an excess all-cause cost of $15,510 for patients with HCV in the first year postdiagnosis using 2002-2006 claims data from commercial, Medicare, and Medicaid payers. McCombs et al. (16) found an excess all-cause cost of $23,406 in the first year postdiagnosis using 2003-2008 claims data from commercial payers; Khoury et al. (23) estimated the costs of hepatic complications ranging from $585 to $1,110 per year for patients with compensated cirrhosis to $201,110 per year for patients with liver transplantation. Despite differences in study periods, data sources, and methodologies employed, estimates from these previous studies appear to be consistent, although generally higher, compared with those from the current study for all-cause and HCV/hepatic complications-related medical costs (adjusted cost difference, $13,933 and $9,366 per patient per year, respectively). Finally, while no other previous study has directly compared EHM-related medical costs between patients who initiated treatment in early versus late fibrosis stages, previous economic models did suggest higher medical costs for hepatic complications among patients in later fibrosis stages compared to those in earlier fibrosis stages. (15, 24) Findings from the present study should be interpreted in light of its limitations. First, despite sample matching and covariate adjustment in the analyses, residual confounding may persist. In particular, claims data do not include information on behavioral factors, such as injectable drug use, which may be more common in the HCV cohort. However, many injectable drug users are uninsured or have governmentsupported health insurance (25) and may not be captured in this cohort of patients with commercial insurance. Second, due to the chronic nature of HCV, there may be a lag between HCV infection and diagnosis. If some of the patients included in the no-HCV cohort were HCV infected but not yet diagnosed, this would underestimate the OR of EHMs, leading to conservative estimates of the risk of EHM among patients with HCV. Third, medical costs were analyzed as charged amounts because paid amounts were not available. While the medical charges may overestimate the paid amounts, this probably affects the study cohorts equally and should not change the conclusion of higher medical costs among patients with HCV. However, a longer time may be needed to offset the cost of treatment than that estimated in the current study. Fourth, in this data set, one medical claim can be associated with several diagnoses, with no indicator for the primary diagnosis. Thus, the same medical cost may be attributed to more than one EHM or to both EHM and HCV/hepatic complications, resulting in costs overlapping and being counted twice when calculating hepatic and EHMspecific costs. However, statistical adjustment separates effects at the patient level, and the stratification by nonoverlapping/overlapping claims provides more transparency on how EHM-related costs are distinct from the costs related to liver disease. Furthermore, the results are robust with regards to indicating lower costs for treated patients compared to untreated patients for all cost categories investigated, and all-cause cost is unaffected by this limitation. Fifth, fibrosis stage was only measured for patients followed by providers that contributed laboratory data, and these patients may not be representative of the full sample. Similarly, our sample of commercially insured patients may not be representative of the broader HCV population. Sixth, fibrosis stage measured by APRI may be less accurate than the gold standard of liver biopsy. Seventh, the HCV cohort only included patients with at least two diagnoses of chronic HCV. The practice of requesting two or more diagnoses is common in claims-based studies. (17, (26) (27) (28) (29) (30) (31) Given that an HCV diagnosis is sometimes recorded when HCV tests are ordered, this criterion was applied to ensure that the HCV cohort did not include HCV-free patients. While patients with no physician follow-up after their first HCV diagnosis were excluded from the study, individuals who incorrectly received an HCV diagnosis that was subsequently not confirmed were successfully excluded. Lastly, claims data might be subject to coding errors or omissions, potentially resulting in patient misclassification.
This study found that HCV is associated with high EHM risks and EHM-related medical costs. However, it is possible to significantly reduce this clinical and economic burden through viral eradication, especially if treatment is initiated early and not delayed until fibrosis advances.
